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(D) Muliiple Providers. When more than one provider is involved in prenatal, delivery, and
postpartum services for the samc recipicent, the following conditons apply.

{1) The global fee may be claimed only by the primary provider and only if the requued
services (minimum of six prenatal visits, a delivery, and postpartum care) are provided
direcdy by the primary provider, by a nurse, nurse practiioncr, nursc-midwife, or
physician assisiant in his employ, or by a referred provider, that is, a member of the same
group practice or a back-up physician. (This constituies an exccption to 130 CMR
450.301(A) and 130 CMR 433.451(A).)

{2) If the primary provider bills for the global fee, no referred provider may claim
payment from the Division. Payment of the global fee constitutes payment in full both
10 the primary provider and each referred provider.

(3) If the primary provider bills for the global fee, any provider who is not a referred
provider but who performed prenatal visits or postpartum visits for the recipient may
claim payment for such services only on a fee-for-service basis. If the primary provider
bills for the global fee, no other provider may claim payment for the delivery.

(4) If the primary provider bills on a fee-for-service basis, any other provider may claim
payment on a fee-for-service basis for prenatwal, delivery, and postparrum services
provided to the same recipient.

(E) Recordkeeping for Global Fee. The primary provider is responsible for documnenting,
in accordance with 130 CMR 433.409, all the service components of a standard or enhanced
global fee; this includes services performed by referred providers or employees of the primary
provides. All hospital and ambulatory services, including risk assessment and medical visits,
must be clearly documented in each global fee recipient’s record in 2 way that allows for
casy review of her obsterrical history.

433.422: Obstetric Services: Standard Global Fee

The standard global fe is an all-inclusive fee for.all prenatal visits, the delivery, and one
postparum visit. The physician or independent nurse-midwife must perform or coordinate
a minimum of six prenatal visits, the delivery, and postpartum care to claim the standard
global fee.

(A) For a physician, the global fee includes payment for the delivery (Caesarean or pelvic),
all prenaral visits, and one postpartum visit.
4 .

1
(B) Forﬁ'i independent nurse-midwife, the global fee includes payment for the delivery
(pelvic only), all prenatal visits, and one postpartum visit.

433.423: Obstewic Services: Enhanced Global Fee

4/1/94

The enhanced global fee includes all the components of the standard global fee (a
nunmmmofsupmatalvmts,lbedchvuy andpostpammam).anquuuesuucc
additional categorics of service as 2 condition for payment These three categories are
coordinated medical management; health-care counseling; and obstetrical-risk assessment and
monitoring. The primary provider must develop 2 plan of care, documented in the recipient’s
medical record, for cach enhanced global delivery recipient; the plan of care must include
services in cach category that are relevant to the recipient’s condition. ,

(A) Coordinated Medical Management. The physician and nursc, nurse practtioner,
nurse-midwife, or physician assistant employed by the physician, or an independent
nurse-midwife must provide referral 10 and coordination of the medical and support services
necessary for a healthy pregnancy and delivery. This includes the following:
(1) tracking and follow-up of the patient’s activity to ensurc completion of the patient
care plan, with the appropriatc number of visits;
(2) coordination of medical management with necessary referral o other medical
specialties and dental services: and
(3) referral o WIC (the Special Supplemental Food Program for Women, Infants, and
Children), counscling, and social work as necded.
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(B) Health-Care Counseling. In conjunction with providing prenatal care. the physician and
nurse, nurse practivoner, physician assistant, or nurse-midwife employed by the physician,
or the independent nurse-midwife will be required 1o provide health-care counseling to the
woman over the course of the pregnancy. Topics covered must include, but are not limited
10, the following:

(1) PGH screening for teenage pregnant women;

(2) smoking and substance abuse;

(3) hygiene and nutition during pregnancy;

(4) care of breasts and plans for infant feeding:

(5) obstcuical anesthesia and analgesia;
. (6) the physiology of labor and the delivery process, including detection of signs of

carly labor;

{7) plans for transpomﬁon to the hospital;

{8) plans for assistance in the home during the postparum pcnod

(9) plans for pediaic care for the infant; and

(10) family planning.

(C) Obstetrical-Risk Assessment and Monitoring. The physician and nurse, nurse
practtioner, physician assistant, or nurse-midwife employed by the physician, or the
independent nurse-midwife must manage the recipient’s obstetrical-risk assessment and
monitoring. Medical management requires monitoring the woman’s care and coordinating
diagnostic evaluations and services as appropriate. The professional and technical
components of these services will be reimbursed separately and should be billed for on a
fee-for-service basis. Such services may include, but are not limited to, the following:

(1) counseling specific to high-risk padents (for cxample, antepartum genetic

counseling);

(2) cevaluarion and testing (for example, amniocentesis), and

(3) specialized care (for example, treatment of phemature labor).

433.424: Obstetic ices: Fee-for-Service M of Reimbursement

The fee-for-service method of rcimbursement is always available to a provider for
obstetric services reimbursable under the Medical Assistance Program. If the global fee
requirements in 130 CMR 433.421 are not met, the provides or providers may claim payment
from the Division only on a fee-for-service basis, as specified below.

i i
(A) Wb‘:n there is no primary provider for the obstetric sevvices performed for the-recipient, - -
each provider may claim payment only on a fee-for-service basis.

(B) If the pregnancy is terminated by an event other than a delivery, each provider involved
mpafmnngobsmcmfwdwmpmmychmpay:monlymafee—fo&m
basis.

(C) When an independent nurse-midwife is the primary provider and a Caesarean section
is parformed by the collaborating physician, the independent nurse-midwife may claim
payment for the prenatal visits only on a fee-for-service basis, using the service codes and
dampnonsmSnbchapmsoﬁbePhyaamMmml The collaborating physician may
claim payment for the Cacsarean section only on a fee-for-service basis. A

(D) When additional services (for example, ultrasound or special tests) are pexformed the
provider may claim payment for these only on a fee-for-service basis.

433.425: Ophthalmology Services: Service Limitations

The comprehensive and routine follow-up cye cxaminations in Subchapter 6 of the
Physician Manual are reimbursable, subject to the following limitations.
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{A) Prior authorization from the Division is required for a comprehensive eye examination
(Service Code 9300) if the service has been furnished:

(1)  within the preceding 12 months, for a recipient under 21 years of age: or

{2) within the preceding 24 months, for a recipient 21 years of age or older.

{B) The services designated “I.P.” in the ophthalmology service descriptions in Subchapier
6 of the Physicion Manual are scimbursable only if performed independently of a
comprehensive eye cxamination (Service Code 9300).

(©) Tmus vision test (Service Code 9347) or a similar screening device is reimbursable
only once per year per recipient.

(D) Eyeglasses and other ophthalmic materials, with the excepdon of over-the-counter items
such as magnifiers, may be dispensed only upon prescription, even if the prescriber dispensed
the materials himsclf. The prescription must be based upon the results of a vision
examination performed by the prescriber. The prescription must include all information that
is necessary to enable a dispensing practitioner to fill the prescription. The prescriber must
provide the recipicat with a signed copy of the prescription without extra charge. The date
or dates upon which the prescription is filled or refilled must be recosded on the recipient's
copy of the prescription. (For further regulations’ concerning ophthalmic materials, see
130 CMR 402.000s.)

433.426: _Audiology Services: Service Limitations

4/1/94

(A) Audiology services are reimbursable only when provided by a physician or by an
audiologist cenified by the American Speech and Hearing Association and employed by a
physician. This limitation docs not apply to an audxomemc hearing test, pure-tone, air only
(Service Code 9350).

(B) Only physicians who have been approved by and received written authorization from
the Division to perform hearing aid evaluations (Service Code 9367) will be paid for such
services.

(C) The Division will pay for hearing aids only when the hearing aid cvaluation is
performed by an approved provider and only if prior authorizadon has been obtained.

433.427: _ Allerey T ‘:‘.- Service Limitations

(A) The service codes and descriptions in Subchapter 6 of the Physician Manual apply to
allergy testing performed by a physician or under a physician’s direct supervision. All fees
include paymem for physician observation and interpretation of the tests in relation to the
recipient’s history and physical examination. A physician may bill for an initial consultation
(see Sexvice Codes 9152 and 9153 in Subchapier 6 of the Physician Manual) in addition to
allergy testing.

(B) Blood tests and pulmonary function tests (such as spiromery and expirogram) used only
for diagnosis and periodic evaluation may not be claimed more than three times annually per
Tecipicat. .
(C) Immunotherapy and desensitization (exiracts) are reimbursable up to $84.00 annually
per recipient (see Service Code 9800 in Subchapter 6 of the Physician Manual). The amount
and anticipated duration of the supply must be listed on the claim form.

(D) Follow-up office visits for injections and re-cvalvation are reimbursable as office visits
(see Subchapter 6 of the Physician Manual).

(E) Al scasitvity tests listed in Subchapter 6 of the Physician Manual arc for onc recipicent
during one ycar regardless of the type of tests performed or the number of visits required.
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(A) Eligible Recipients. The Division pays for the psychiamic scrvices described in
130 CMR 433.429 when provided to Medical Assistance recipients (categories of assistance
00. 01, 02, 03, 05, 06, 07, and 08). For information on reimbursable services for recipients
of the Emergency Aid to the Elderly, Disabled and Children Program (category of assistance
03), see 130 CMR 450.111. (For other reimbursable mental health services see 130 CMR
433.472.)

(B) Rcimbursable Services. The Division pays for the psychiatry services described in
130 CMR 433.429.

(C) Nonrcimbursable Services.

" (1) Nonphysician Services The Division will not pay a physician for services provided
by a social worker, psychologist, or other nonphysician mental health professional
employed or supervised by the physician.

(2) Resecarch and Experimental Treatment. The Division will not pay a physician for
research or experimental treatment.  This includes, but is not limited to, any method not
generally accepted or widely used in the field, or any session conducted for research
rather than for a recipient’s clinical need.
(3) Nonmedical Services. The Division will not pay a physician for nonmedical
services, including, but not limited to, the following:
(3) vocational rehabilitation services;
(b) cducational services; :
(c) recreational services (play therapy, the use of play activities with a child in an
identified treaoment setting as an aliernative to strictly verbal expression of conflicts
and feclings, is not considered a recreational service and is reimbursable);
(d) sweet worker services (information, referral, and advocacy-to certain age
populations; liaison with other agencies: role modeling; and community organization);
(¢) life-enrichment services (ego-emhancipg. services such as workshops or
educational courses provided to functioning persons); and
(f). biofecdback.
(4) Nonmedical Programs. The Division will not pay for diagnostic and treatment
services that are provided as an integral part of a planned and comprehensive program
that is organized to provide primarily nonmedical or other nonreimbursable services.
Such programs include freestanding alcohol or drug detoxification programs, freestanding
methadone maintenance programs, residential programs, day activity programs, drop-in

centepyffng educational programs.
&)} hological Testing. The Division will not pay for psychological testing-provided -

R 1 cal Recor : Psychiatric medical records must be
mmhmmummsmﬂmdqugmqm(m 130 CMR
433.409). In addition, the following specific information must be included in the medical
record for cach recipient receiving psychiatric services:

(1) the condition or reason for which psychiatric services are provided;

(2) the recipient’s diagnosis;

(3) the recipient’s medical history;

(4) the recipient’s social and occupational history;

(5) the reatment plan; N
(6) the physician’s short- and jong-range goals for the recipient;

(7) the recipicat’s response to treatment; and

(8) if applicable, a copy of the signed consent for electroconvulsive therapy.

(E) Freguency of Treatment. The Division will pay a physician for only one session of
cach type of service provided to a recipient in one week except for crisis intervention, as
discussed below.
(1) In a cnsis, as defined in 130 CMR 433.429(K), the Division will pay a physician
for extra sessions. The physician must bill for these scrvices using the service code for
crisis intcrvention and must document the following in the recipient’s record:
(a) the recipient is in a state of marked life change or cnsis;
(b) thc recipient’s a!nhl 10 funq:uo;Uh ikcly to detenorate; and
"J" NP
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(c) the plan of ucatment is to resume or to initiate regular weekly sessions after the

resolution of the crisis. :
(2)  Although prior authorization is still required after 17 reatment sessions, the Division
will pay a physician for more than one type of service provided to a recipient in one
week if the additional service or services are medically necessary. The recipient’s record
must document the circumsiances necessitating the provision of more than one type of
service. The record must make clear that the substitution of one type of service for
another would not adequatcly benefit the recipient and that an additional type of service

is necessary.

433.429: Psvchiaty Services: Scope of Services

" 130 CMR 433.429 describes the services that a psychiatrist may provide, including the
limitations imposed on those services by the Division. For all psychotherapeutic services, the
majority of time must be spent as personal interaction with the recipient; a minimal amount
of ime must be spent for the recording of data.

(A) Individual Psychotherapy. The Division will i)ay a physician for individual
psychotherapy provided to a recipient only when the physician himself peats the recipient
This service includes diagnostics.

(B) Family and Couple Therapy. The Division pays for therapy provided simultancously
in the same session to more than onc member of the same family or 10 a couple whose
primary complaint is the disruption of their marriage, family, or relationship. Payment is
limited to one hour per session per week, regardless of the number of family members present
or the presence of a cotherapist.

{C) Group Therapy. The Division pays for thmpy;gmvidcd to a group of persons, most
of whom are not related by blood, marriage, or legal gnardianship. The Division will pay for
group therapy only if the session lasts for at least 90 minutes with the physician. Payment
is limited 2o one fee per group member with a maximum of tea members per group regardless
of the presence of a cotherapist.

(D) Diagnostic Services. The Division pays for the examination and determination of a
patient’s physical, psychological, social, economic, educational, and vocational assets and
disabiliticsg for the purpose of designing a weatment plan. This service includes an inital
medicatiqh evaluation. _

(E) Rcevaluation. Without prior authorization, the Division pays for the reevaluation of a
recipient who has been out of reamment for at least six months and who has used vp his
lifetime benefit of 17 treatment sessions. A provider may bill for a maximum of two
one-hour units per recipient per calendar year for the purpose of designing a treamment plan
and requesting prior authorization for a pasticular number of sessions.

(F) Long-Term Therapy. The Division defines long-term therapy as a combination of
diagnostics; individual, couple, family, and group therapy: and consultation planned to extend
more than 17 scssions.

(G) Short-Term Therapy. mDivisiondcﬁmslut-mthuapyasacombinagiéf;i of
diagnostics; individual, couple, family, and group therapy; and consulation planned to
terminate within 17 sessions.

(H) Medication Review. The Division will pay for a recipient visit to the physician
specifically for the prescription, review, and monitoring of medication. If this service is not
combined with psychotherapy, it must be billed as a minimal office visit (Service Code 9001
or 9031). The Division will not pay separately for medication review if it is performed on
the same day as another scrvice. -
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() Case Consuiltation. The Division will pay for a consultation with another agency or
person when the physician has accepted a patient for reatment and continucs o assume
pnmary responsibility for the paticnt’s treatment, while the other agency continues to provide
ancillary services.

(J) Family Consultation. The Division will pay for a preplanned mecting of at least
ne-half hour with the parent or parents or legal guardian of a child who is being meated by
the physician, when the parent or parents or legal guardian are not clients of the physician.

(K) GCrisis Intervention/fEmergency Services. The Division will pay for an immediate mental

health evaluation, diagnosis. hospital prescreening, treatment, and amrangements for further
care and assistance as required, provided during all hours to recipients showing sudden,
incapacitating emotional stress. The Division will pay only for face-to-face contact; telephone
contacts arc not reimbursable. The Division will pay for no more than two hours of
emergency services per recipient on 2 single date of service.

(L) Electroconvulsive Therapy. The Division will pay for electroconvulsive therapy only
when it is provided in a hospital seiting by a physician and only when both the physician and
the facility meet the standards set by the Massachusents Department of Mental Health,
including those relative to informed consent.

(M) After-Hours Telephone Service. The physician must provide telephone coverage durin 2
the hours when the physician is unavailable, for recipients who are in a crisis state.

(N) Hospital Inpatient Visit. A visit to a hospitalized recipient is reimbursable only as a
hospital visit (see 130 CMR 433.415) unless at least 1 5 minutes of psychotherapy is provided,
in which case the service codes in Subchapter 6 of the Physician Manual may be used.
Payment will be made for only one visit per recipiengper day.

(O) Routine Inpatient Care. The Division will pay for a maximum of three weeks of
routine inpaticnt care without prior authorization if the admission has received a preadmission
screening number from the Division or its agent in accordance with 130 CMR 433.415(A).
Routine inpatient care includes the following services. The amounts of services listed are the
maximum reimbursable; fewer services may be provided.
(1) During the first week of hospitalization, the Division will pay for the following:
(a)fdor an initial evaluation: °
1. up to three hours for a recipient under 19 years of ages and .. .. . ..
2. up to two hours for a recipient aged 19 or older;
(b) for individoal psychotherapy, regulation of medication, family therapy, family
consultation, or Case consultation:
1. up to five hours for a recipient under 19 years of age; and
2. up to three hours for a recipient aged 19 or older; and
(c) for daily psychiatric-related medical care, which includes a limited examination
or cvaluation, treatment, and follow-up visits:
1. up o one day for a recipient under 19 years of age; and
2. up o thaee days for a recipiens aged 19 or older.
) thgmhoftbemdandlhhﬂmbofhospinﬁuﬁmmebivisionwﬂlpay
a psychiatrist for the following:
(a) for individual psychotherapy, regulation of medication, family therapy, family
consultation, or casc consultation:
| uptoﬁvehomsforamcip:cnwndctwywsofagc;and
2. up o threc hours for a recipient aged 19 or older; and
(b) for daily psychiatric-related medical care, which includes a imited examination
or cvaluation, reatment, and follow-up visits:
1. up 10 two days for a recipient under 19 years of age; and
2. up to four days for a recipient aged 19 years or older.
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(3) The Division will pay for only onc type of service a day.

(3) In order 1o be reimbursable, individual psychutherapy, regulation of medication, and
daily medical care must involve face-to-face contact between the psychiamrist and the
recipient.

(5) For exiended hospitalization, if the hospital has complicd with the Division’s
concurrent review process, the Division will pay a psychiamist for the scrvices described
in 130 CMR 433.429(0)(2), that is, for the same amount of services reimbursable in the
second and third weeks.

433.430; Dialvsis: Service Limitations

433.431:

{A) edicare Coverage. Effective July 1973, Medicare was expanded to become the
primary source of payment for medical care to persons of any age who have chronic renal
discase and who require hemodialysis or a kidney transplant.  Recipients being treated for
chronic renal discase musi be referred 0 their Welfare Service Office or Social Security
Administration office 10 determine Medicare cligibility.

{B) Service Limitations. Service Codes 9260, 9262, and 9264 apply only to hospnahzcd
recipients who are:
(1) being dialyzed for acute renal failure;
(2) receiving initial dialysis for chronic renal failure prior to continuing chronic
maintenance dialysis; or
{3) receiving dialysis for complications of chronic maintenance dialysis.

Phvsical Medicine: Service Limitations

(A) The services listed in 130 CMR 433.431 are reimbursable only when the physician
prescribes the needed therapy, and the services are provided by the physician or by a licensed
physical or occupational therapist employed by the p)xysncnn.

(B) Physical medicine services include, but are not limited to, supcrﬁcml or deep-heat
modalities) therapeutic exercise, traction, hydrotherapy, prosthetics and orthotics training,
acavities of daily living and ambulation training, range of motion, and manual muscle
strength assessment. Other restorative services are reimbursable under the Medical Assistance
Program upon refemral by a physician (see 130 CMR 433.471).

4/1/94

(A) Cardiovascular and Other Vascular Stdies. Fees for cardiovascular services and other
vascular studies inclode payment for Jabosatory procedures, interpretations, and physician
m(msmmmm),mmm These services may
be billed for in addition to an office visit.

(B) Candiac Catheterization. Fees for cardiac catheterization are for the physician’s services
only and include payment for the ustal preassessment of the cardiac problem and the
recording of intracardiac pressure. (For consultation services, see Subchapter 6 of the
Physician Manual.)

(©) Pulmonary Procedures. mewthepocedml‘n&edinSnbchapm6ofﬂnPhpi§Eian
Manual include payment for laboratory procedurcs, interpretations, and physician’s services.
These services may be billed for in addition to an office visit.

(D) Demmatoloeical Special Procedures. These services may be billed for in addition to an
office visit

(E) Unlisted Procedures. Scrvice Code 9299 should be used only if there is no "Not
otherwise classified” code in the appropriate section.

DETR]
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4/1/94

130 CMR 433.433 applies specifically to nurse practitioners. In general, however, subject
to the limiwations of state Jaw, the requirements elsewhere in 130 CMR 433.000 that apply
1o physicians also apply 1o nurse practitioners, such as service limitations, recordkeeping,
report, and prior authorization requirements.

(A) (Reserved)

(B) Rcimbursable Services. The nurse practitioner services listed in Subchapter 6 of the

Physician Manual are teimbursable under the following conditions.
(1) The scrvices mus: be limited to the scope of practice authorized by statc law or
- regulation (244 CMR 4.00).
(2) The nurse practitioner must mect the educational and cerification requirements
mandated by state Jaw or regulation.
(3) The nurse practitioner must enter into a formal collaborative arrangement with a
physician or group of physicians as required by state law or regulation.

(C) Educaton and Cenification Reguirements. In order to partcipate in the Medical
Assistance Program, a nurse practitioner must have successfully compleied a formal

educational program for nurse praclitioners as required by the Massachusens Board of
Registration in Nursing.
(1) A nursc practitioner who has completed such educational mqmrancms may provide
services to recipients prior to the first certification examination for which the nurse
pracuitioner is eligible.
(2) If the scheduled examination is missed, the nurse practitioner must immediately
cease providing services to recipients.
(3) Upon receiving notice of failure to pass the examination, the nurse practitioner must
immediately cease providing services to recipients.

(4) After passing the examination, the nurse-psactitioncr must obtain authorization to

practice from the Board of Regiswration in Nursing.
(5) ~When such authorization expires or is suspended, the nurse practitioner must
immediately cease providing services to recipients.

(D) Collaborative Arrangement. To participate in the Medical Assistance Program, a nurse
practitioner must enter into a formal collaborative arrangement with a physician or group of
physicians for referral and consultation in the event of medical complications. The
collaborggihfg physician must be 2 Medical Assistance provider. The nurse practitioner must

practice in accordance with written guidelines developed in conjunction with-the physician -

in accordance with 244 CMR 422. The guidelines must specify:
(1) what savices the nurse practitioner can perform; and
(2) the established procedures for common medical problems.

(E) Salaried Nursc Practitioners. When a nurse practitioner is a salaricd employee of a
phynammgmnppmnnhmbymanshanmsfyGnreqmmtfmamnabmhve
arrangement.
(1) Theemployer must ensure that the nurse practitioner complics with the requirements
in 130 CMR 433.433(C).
(2) The employer must submit claims for the services provided by the nurse practitioner.
(This is an exception t0 130 CMR 450301.) Only onc claim for cach service may be
submitted, even if a consultation is required. ’

(F) Independent (Nonsalaried) Nurse Practitioners.
(1) In addition to meeting the requirements of 130 CMR 433.433(C), an independent

nursc practitioner must submit to the Division copics of the license issued by the
Massachusetts Board of Registration in Nursing showing authorization 1o practice as 2
nursc in an expanded role, the cenification by a natonally recognized accrediting body
approved by the Board for nurse practitioncrs, and all collaborative amangements. A
nurse practitioner must notify the Division in writing within two weeks of a failure to
take or pass thc ccnification examinavon or of the cxpiration or suspension of such
cerification. NI
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{2) To be eligible for payment by the Division, an independent nurse practiioner must
have a Medical Assistance provider number. The application for a provider number must
include the name and Medicaid provider number of all collaborating physicians.
Whenever the nurse practtioner cnters into a collaborative arrangement with a physician
other than the one indicated on the application or changes the address shown on the
applicaton, the Division must be notified in writing within two weeks after the change.
Nodfication of a new collaborative asrangement must include the signatures of both the
nurse pracutioner and the new collaborating physician, as well as the new physician's
Medicaid provider number.

433.436: Radioloey Services: Inroduction

The Division will pay for the radiology services in Subchapter 6 of the Physician Manual
only when the services arc provided at the written request of a licensed physician. All
radiology equipment used in providing these services must be inspected and approved by the
Massachusetts Department of Public Health.

(A) Eligible Recipients. The Division pays for the radiclogy services in Subchapter 6 of
the Physician Manual when provided to Medical Assistance recipients (categories of
assisance 0, 1, 2, 3, 5, 6, 7, and 8). For information on reimbursable services for recipients
of the Emergency Aid to the Elderly, Disabled and Clnldxen Program (category of assistance
4), see 130 CMR 450.111.

(B) Provider Eligibility. A provider of portable X-ray services is eligible to participate in
the Medical Assistance Program only if the provider is certified by Medicare.

(C) Request for Portable X-Ray Services. Portable X-ray services may be provided to a
recipient at a mobile site (see 130 CMR 433.407(A)) at the written request of a licensed:
physician. This written request must specify the msoj-“ihc X ray is required, the area of the
bodytobccxposed,thenumbctofradxognphstobeobmmed.tbevnewsneeded and a
statement of the recipient’s condition that necessitates portable X-ray sexvices. If the
recipient resides in a Jong-term care facility, a copy of this writien request must be kept in
the recipient’s medical record in the facility as well as in the recipient’s record maintained
by the physician.

(D) Radi Recordkeepin i ecords i ts. In addition to complying
with the ﬁ recordkecping requirements (see 130 CMR 433.409), the physician must
keep suitable records of radiology services performed. All X-rays must be labeled adequately
with the following:

(1) the recipieat’s name;

(2) the date of the examination;

(3) the namre of the examination; and

(4) left and right designations and patient position, if not standard.

433.437: Radiology Services: Service Limirations

5/20/94 (Effectve 3/1/94)

See also the gencral limitations described at 130 CMR 433.407.

(A) Pormable X-Ray Servicess. When a physician provides portable X-ray services tb a
recipient at a mobile site (see 130 CMR 433.407(A)), the Division will pay for the X rays
according to the appropriatc radiology service codes and descriptions in Subchapter 6 of the
Physician Manual. The Division will also pay for onc visit, but only one visit, regardless
of the number of recipients receiving portable X-ray services at that mobile site.

S L i
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(B) Computerized Axial Tomography {(CT Scans). CT scan services (head and body scans)

are reimbursable by the Division only when performed in a facility having a Determination
of Need for a CT scanner by the Massachuseus Department of Public Health. The Division
will pay a physician direcdy only for the professional component (interpretation) of a CT
scan. All CT scan services must meet curtent Medicare standards.

(C) Diagnostic Interpretations. When a physician provides the professional component
(interpretation) of a diagnostic radiology service in a hospital inpatient or outpatient setting,
the Division will pay the physician 40% of the maximum allowable fee. The Division will
not pay for the interpretation of an X ray that was previously read and taken in the same
hospial. However, the Division will pay a physician for interpreting an X ray that was
previously read and taken in a different hospital, according to the appropriate service
descripdon in Subchapier 6 of the Physician Manual.

(D) Therapeutic Interpretations. When a physician provides the professional component
(interpretation) of a therapeutic radiology service in a hospital inpatient or outpatient sctting,
the Division will pay the physician 50% of the maximum allowable fee.

(E) Surgical Inroductions and Interpretations. The Division will pay a physician for
performing surgical introductions and interpretations of films performed in a hospital inpatient
or outpatient setting, with the following restrictions.
(1) -Only onc surgical introduction per operative session is reimbursable at 100% of the
maximum allowable fee.
(2) In a single opcrative session:
(a) no more than three additional surgical introductions using the same puncture site
are reimbursable, each at 50% of the maximum allowable fee; and
(b) no more than three additional selective vascular studies using the same puncture
site are reimbursable, cach at the maximum afipwable fee.
(3) Interpretations arc reimbursable at 40% of ‘each maximum allowable fee, up to a
maximum of three.

(F) Duplicate Services. Two or more identical diagnostic or therapeutic radiology services
performed on one day for a recipient by one or more physicians are reimbursable only if
sufficient documentation for ecach is shown in the recipient’s medical record.

(G) In féntion iology. If interventional radiology services are performed by two
providers, the professional component will be divided equally into surglcal and interpretative
COmponents.

Qlinical borato ervices: In

Clinical laboratory services necessary for the diagnosis, treatment, and prevention of
dxseascandforlhcmamtu\anccofmehcalmofampmtmmbmsablennduxhc
Medical Assistance Program.

(A) Eligible Recipients. The Division pays for the clinical laboratory services in Subchapter
6 of the Physician Manual when provided to Medical Assistance recipients (categorics of
assisance 0, 1, 2,3, 5, 6, 7, and 8). For information on reimbursable services for recipients
of the Emergency Aid to the Elderly, Disabled and Children Program (category of assistance
4), see 130 CMR 450.111.

(B) Provider Eligibility. The laboratory service codes and descriptions in Subchapter 6 of

the Physician Manual apply only to tests performed on a recipient by a physician or by an
independent laboratory certified by Medicare.

{
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(©) Paymemt.

(1) Except for the circumsiance described in 130 CMR 433.433(C)(2), the Division will
pay a physician only for Jaboratory tests performed in his or her office. If a physician
uses the services of an independent laboratory, the Division will pay only the laboratory
for services provided for a recipient

(2) A physician may bill the Division for laboratory services provided on a
fec-for-service basis by the staie laboratory of the Massachusetts Depanment of Public
Health.

(D) Information with Specimen. A physician who sends a specimen to an independent
laboratory participating in the Medical Assistance Program must also send the following:
(1) a signed request for the laboratory services 1o be performed;
“(2) the recipient’s Medicaid identification number; and
(3) the physician's name, address and provider number.

433.439: Clinical Laboratory Services: Service Limitations

(A) Specimen Collections. The Division will not pay a physician for routine specimen
collection and preparation for the purpose of clinical laboratory analysis (for example,
venipunctures; urine, fecal, and sputum samples; Pap smears; cultures; and swabbing and
scraping for removal of tissue). However, the Division will pay a physician who collects,
cenuifuges, and mails a specimen to a laboratory for analysis once per recipient specimen,
regardless of the number of tests to be performed on that specimen (Service Code 108817).

(B) Professional Component of Laboratory Services. The Division will not pay a physician
for the professional component of a clinical laboratory service. The Division will pay a
physician for the professional component of an anatomical service (for example, bone marrow
analysis or analysis of a surgical specimen). :;
(C) Calculations. The Division will not pay a physician for calculations such as red cell
indices, A/G ratio, creatinine clearance, and those ratios calculated as part of a profile. The
fees for laboratory services include payment for all aspects involved in an assay.

(D) Profile (or Panel) Te
(1) A profile or panel test is defined as any group of tests, whether pesformed manually,
automategily, or semiautomatedly, that is ordered for a specified recipient on 2 specxﬁed
day a? at least onc of the following characteristics. . .
The group of testsxsdes:gmmduapmﬁle or panel by!hcphysxcxan performing
the tests.
(b) The group of wests is performed by the physician at a usual and customary fec
that is lower than the sum of the physician’s usual and customary fees for the
individual tests in that group.
(2) 1n no eveat shall a physician bill or be paid separately for each of the tests incloded
in a profile test when a profile test has cither been performed by that physician or
requested by an authorized person.

433.440: Drugs; Dispensing

4n94

.,
3

(A) Hligible Recipients.

(1Xa) For Medical Assistance recipients (categories of assistance 00, 01, 02, 03, 05 06,
07, and 08), the Division pays for legend drugs as described in 130 CMR 433.440(B).
(b) For Medical Assistance recipients under age 18, the Division pays for nonlegend
drugs as described in 130 CMR 433.440(B). For Medical Assistance recipients aged
18 or older, the Division pays only for nonlegend drugs that arc centified to be
necessary for the life and safcty of the recipient.  The Division will reimburse for
nonlcgend drugs as long as the provider's claim has attached 1o it a wrinen
cenification on letterhead from the recipient’s primary care physician that atiests that
such drugs arc medically neccssary for the life and safety of the recipient and that
contains 3 substanbaung medical cxplanation. However, this certification 1s not
required for insulin, which is reimbursable provided there is a prescription for it
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(2) For information on reimbursable services for recipients of the Emergency Aid to the
Elderly, Disabled and Children Program (category of assistance 04), see 130 CMR
450.111.

(B) Service Limitations. The Division will pay for legend drugs that arc approved by the
U.S. Food and Drug Administration, except as outlined below. The Division will pay for the
nonlegend drugs listed in the Nonlegend Drug List; this list is sent 1o pharmacies by the
Division. In order to be reimbursable, legend and nonlegend drugs must be manufactured by
companies that have signed rebate agreements with the U.S. Secretary of Health and Human
Services pussuant to Section 4401 of the Omnibus Budget Reconciliation Act of 1990. A list
of the companics that have signed rebate agreements is sent to pharmacies by the Division.
" (1) Interchangeable Drug Products. For drups listed in the Massachusetts List of
Interchangeable Drugs (105 CMR 720.000) or any supplement thereof, the Division will
pay no more than the maximum allowable cost (MAC) or Massachusects maximum
allowable cost (MMAC) unless:
(a) the prescriber has requested and received prior auvthorization from the Division
for a nongencric multiple-source drug (see 130 CMR 433.408). With the prior
authorization request to the Division, the prescriber must submit written supporting
documentation stating the reasons the recipient’s medical condition requires the
nongeneric drug; or
(b) the prescriber has written on the face of the prescription in his own handwriting
the words "brand name medically necessary™ under the words “no substitution” in a
manner consistent with applicable state law. These words must be written out in full
and may not be abbreviated.
(2) Minor Tranquilizers.
(3) The Division will not pay for any drug that is classified by the Division as a
minor u'anthzer with the following exceptions:
1. generic chlordiazepoxide; S
2. generic diazepam;
..3. generic lorazepam;
4. generic oxazepam; and .
5. generic temazepam.
The list of drugs that the Division has classified as minor tranquilizers is sent to

pharmacies by the Division.
® Division will pay for otherwise nonreimbursable minor tranquilizers only if the
p ¥8r has requested and received prior authorization from the Division (see 130 CMR

433.408). With the prior authorization request to the Division; the prescriber must-submit
written supporting documentation of medical necessity.
{c) 1n an emergency whese a recipient is brought to a hospital emergency room, if the
prescriber wishes to prescribe an otherwise nonreimbursable minor tranquilizer for that
emergency, the Division will pay a hospital pharmacy for 2 maximum 14-day supply
without prior authorization. The Division will pay only a hospital pharmacy.
(3) Antiunicer Drugs.
{a) The Division pays for a maximum 60-day supply of antiulcer drugs per recipient
per six-month period, commencing with the first prescription filled (new or refill)
after December 1, 1990. The Division will pay for additional supplies of these drugs
within the six-month period only if the prescriber has requested and received prior
authorization from the Division (sec 130 CMR 433.408). With the prior authorizdtion
request to the Division, the prescriber must submit written supporting documentation
indicating that the recipiemt is on maintcnance therapy for one of the following
condiions or must submit other documentation of medical necessity:
}. duodenal or gastric ulcer;
2. Zollinger-Ellison syndrome; or
3. gastrocsopbageal reflux discase.
(b) Antiulcer drugs include, but are not hmncd to, such drugs as histamine (H,)
receptor antagonists and sucralfate.
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(c) Each day’s supply of different antulcer drugs prescribed for use on the same day
will be counted as scparatc days’ supplics. For example, a physician has prescribed
100 sucralfate tablets with a dosage of one tablet four times a day (a 25-day supply)
and has also prescribed for the same recipient for use on the same days 50 ranitidine
tablets with a dosage of onc tablet twice a day (a 25-day supply). For purposes of
calculating the days’ supply of antiulcer drugs, the days’ supply of each of the
dispensed drugs is added together. Therefore, this recipient would now have used a
50-day supply of antiulcer drugs.
(#) Pouassium Supplements. The Division pays for those potassium supplements listed
in Appendix I of the Pharmacy Manual. This list is sent to pharmacies by the Division.
Tae Division will also pay for a potassium supplemnent not listed in Appendix 1 if the
prescriber has requested and received prior authorization from the Division (see 130 CMR
433.408). With the prior authorization request to the Division, the prescriber must submit
written supporting documentation of the medical necessity of the drug, including the
reason why none listed in Appendix I would suffice.
(3) Topical Acne Drugs. The Division does not pay for topical acne products unless the
prescriber has requested and received prior authorization from the Division (see 130 CMR
433.408). The Division will grant prior authorization only for cases of severe acne. With
the prior authorizaton request to the Division, the prescriber must submit written
suppomng documentauon of medical necessity.
(6) Cosmetic Drugs. The Division does not pay for drugs used for cosmetic purposcs
or for hair growth.
(7) Nicorette. The Division does not pay for Nicorette or any other drug used for
smoking cessation.
(8) Methyl Phenidate (Ritalin) and Amphetamines. The Division does not pay for
methyl phenidate (Ritalin), amphetamines (including amphetamines in combination), or
any other drugs when they arc used for control of the appetite. When- prescribed for the
geatment of hyperkinesis, however, such drugs are rebmbursable without prior
authorization until the recipient reaches his  IFth binhday. All other uses of
amphetamines require prior authorization (sec 136 CMR 433.408).
(9) Nonlegend Vitamins. The Division pays for nonlegend vitamins only if they are
included in the Nonlegend Drug List and then only when they are dispensed to infants
or children until they reach their third birthday or to pregnant women. General multiple
vitamins NF (National Formulary) in a unit of 100 are reimbursable without age
restriction.
(10) Visaamin B12. The Division pays for vitamin B12 only for a recipient having a
dzagn of pemicious ancmia. The medical record must document the recipient’s
medic; history as well as the physical and laboratory findings that support such a
diagnosis. An office, home, or hospital outpatient visit for the sole purpose of
administering vitamin B12 is reimbursable only if the B12 therapy is reimbursable.
(11) Flugrides. The Division does not pay for plain flnorides for recipients aged 12 and
over unless the prescriber has requested and received prior avthorization from the
Division (see 130 CMR 433.408). With the prior authorization request to the Division,
the prescriber must submit written supporting documentation of medical necessity.
(12) Ion. The Division pays only for those iron preparations included in the Nonlegend
Drug List.
(13) Persantine. The Division docs not pay for Persantine or any other dipyridamole
for which the U.S. Food and Drug Administration has granted the labeling and use
indication described in this subsection unless the prescriber has requested and received
prior authorization from the Division (sce 130 CMR 433.408). The Division will grant
prior authorization only for an indication approved by the U.S. Food and Drug
Administration (currently as an adjunct to coumarin anticoagulants in the prevention of
postoperative thromboembolic complications of cardiac-valve replacement).
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(14) Less-Than-Effecive Drugs. The Division does not pay for drug products
(including identical, similar, or rclated drug products) that the U.S. Food and Drug
Administration has proposed, in a notice of opportunity for hearing (NOOH), 10 withdraw
from the market because they lack substantal evidence of cffecnveness for all Jabeled
indications. (Examples of drug products affected by 130 CMR 433.440 are Listed in
Appendix H of the Physician Manual.)
(15) Immonizing Biologicals and Tubercular Drugs.
(a) Immunizing biologicals and bercular (TB) drugs available free of charge
through local boards of public health or through the Massachusetts Department of
Public Health are not reimbursable. If the recipient has a prescription, however, the
Division will pay for the following drugs for a nonambulatory recipient who cannot
. attend onc of the Department of Public Health clinics: Isoniazid, Myambutal, and
P.A.S. Al other such drugs require prior authorization (sece 130 CMR 433.408).
(b) 130 CMR 433.440(B)(15)(a) notwithstanding, the Division does pay for
pnenmococcal vaccine when dispensed to a noninstitutionalized recipient.
(16) Allergy Serums. For regulations concerning payment for allergy serums, see
130 CMR 433.427.
(17) Antacids. The Division pays only for antacids dispensed to a noninstitutionalized
recipient. Reimbursable antacids include those legend drugs manufactured by companies
that have signed rebate agreements with the U.S. Secrewary of Health and Human Services
-pursuant to Section 4401 of the Omnibus Budget Reconciliation Act of 1990, and only
those nonlegend drugs listed in Appendix F of the Pharmacy Manual that are
manufactured by companies that have signed rebate agreements. A list of the companies
that have signed rebate agreements is sent to pharmacies by the Division. The Division
pays for other antacids only if the prescriber has requested and received prior
authorization from the Division (see 130 CMR 433.408). With the prior authorization
request to the Division, the prescriber must submit written supporting documentation of
medical necessity.
(18) Laxatives and Stool Softeners. The Divisiis does not pay for laxatives or stool
softeners unless the prescriber has requested and received prior-authorization from the
Division (see 130 CMR 433.408). ‘With the prior-authorization request to the Division,
the prescriber must submit written supporting documentation of medical necessity.
(19) Cough and Cold Preparations. The Division does not pay for legend or nonlegend
preparations that contain a decongestant, antitussive, or expectorant as a major ingredient,
or any drug used for the symptomatic relief of coughs and colds. when they are dispensed

t0 2 Noj itutionalized recipient.
(20) &m. The Division does not pay for any draug product that contains

propoxyphene, except
(a) propoxyphene hydrochloride 32 mg; and
(b) propoxyphene hydrochloride 65 mg, unless the prescriber has requested and
received prior-anthorization from the Division (sec 130 CMR 433.408). With the
prior-authorization request to the Division, the prescriber must submit written
supporting documentation of medical necessity.
(21) Hexachlorophene Preparations. The Division does not pay for preparations
containing hexachlorophene, U.S.P. as the major active ingredient unless the prescriber
has requested and received prior-authorization from the Division (see 130 CMR 433.408).
Wimﬂwmamreqmmmbiviﬁm.thm'wmmbnﬁtwdm
supporting documentation of medical necessity.
(22) Sex-Reassignment Hormone Therapy. The Division does not pay for drugs related
to sex-reassignment surgery. This specifically includes, but is not limited to, presurgery
and postsurgery honnone therapy. Notwithstanding the preceding sentence, the Division
will continue to pay for post-sex-reassignment surgery hormone therapy for which it had
been paying immediately prior to May 15, 1993.
{23) Unit-Dose Distribution System. The Division does not pay any additional fees for
dispensing drugs in unit dose.
(24) Fenility Drugs.  The Division does not pay for any drugs used to treat male or
female infertility (specifically including, but not limited to, A.P.L., chorionic

gonadouopins, Clomid, clomiphines, hCg, menowopins, Milphene, Pergonal, Pregnyl,

Profasi, Profasi HP, and Serophenc).
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